Background: The PRASE (Patient Reporting and Action for a Safe Environment) in-
Incident Reporting Tool (PIRT) which elicits detailed safety concerns and/or positive experiences from patients. 7, 9 Following a phase of feedback being collected, an iterative cycle of action planning follows, where staff come together in an Action Planning Meeting (APM) to consider the feedback (in the form of a feedback report) and plan actions to facilitate service improvements. This codesigned intervention was developed and tested between 2010 and 2015.
In order to provide a sustainable mechanism for the PRASE intervention beyond a research study context-a 2-year improvement project subsequently explored the potential for hospital volunteers to facilitate the collection of feedback within PRASE. The PRASE in collaboration with hospital volunteers project was implemented at three NHS trusts (at three hospital sites), across selected wards.
A two-stage evaluation ran alongside implementation. The results of the formative evaluation which explored the perceptions of key stakeholders throughout the pilot phase have been published previously. 16 A summative evaluation followed, which coincided with the PRASE intervention being scaled up and spread across additional wards. This evaluation phase focussed on (a) the ward level experience and (b) the ongoing experiences of hospital volunteers and voluntary services/patient experience staff. We aimed to explore the implementation of PRASE in collaboration with hospital volunteers from the perspectives of these key stakeholders, to gain an in-depth understanding of each ward's PRASE journey, and a collective account of implementation.
| Research questions
• What is the ward level experience of the PRASE intervention delivered in collaboration with hospital volunteers?
• What are the on-going experiences of hospital volunteers, voluntary services and patient experience staff involved in the PRASE intervention?
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| Patient involvement
A full description of patient involvement in the design and conduct for the wider project has been published previously. 16 The research aim initially arose from discussions about the sustainability of the PRASE intervention with patients and healthcare professionals.
Additionally, a patient representative was part of the initial application for funding, and was invited to attend all steering group meetings.
| Design
Given the relatively small number of participating wards (N = 7), we utilized a case study approach. 17 This combined different types of data including the following: semi-structured interviews with ward staff (one-one and dyad interviews); researcher notes of APM audio recordings; and information pertaining to implementation fidelity. For each ward, we aimed to produce a synthesised account of their PRASE journey. In order to generate a means of assessing implementation fidelity, the key PRASE ward activities were predefined by the implementation team (see Figure 1 ). These activities were based on a version of the PRASE intervention programme theory agreed by the wider project team at the end of the pilot phase. 16 Focus groups with hospital volunteers and semi-structured interviews with voluntary services/patient experience staff were conducted at two time points and focussed on the participants' experiences of their involvement in PRASE and their views on implementation, with specific questions varying for each participant group.
| Setting and sample
Three acute NHS trusts in the United Kingdom were involved in the improvement project, and data collection took place between March 2016 and October 2016. The project was led by a central project team at the lead trust (trust 1). Seven wards were involved in the summative evaluation (roll-out wards). We refer to each of the wards by pseudonyms (Ward A -Ward G). APMs were digitally recorded for five of the seven wards; two wards did not complete an APM, and eight staff (from four wards) participated in interviews (range 9-39 minutes; average 26 minutes). We conducted four focus groups with hospital volunteers (n = 13), A and seven interviews with voluntary services/patient experience staff at the beginning and end of the roll-out phase (n = 5). B More information regarding the data sources, characteristics of ward and study participants and the characteristics of the NHS trusts and services/departments involved in delivering the project are presented in Table 1 .
| Evaluation procedure
Hospital volunteer participants were invited to take part in the focus groups by a member of the local project implementation team. Staff participants (ward, voluntary services and patient experience) were approached directly by an evaluation researcher and invited to participate. Participant information sheets were distributed in advance, and written informed consent obtained from all participants. Focus groups and interviews took place in a private room on the hospital sites. The implementation team facilitator recorded ward APMs. C At the start of APMs, the implementation team facilitator confirmed with the participants that they were happy for the meeting to be audio recorded for evaluation purposes.
| Data analysis
In an earlier process evaluation of the PRASE intervention, Sheard and colleagues 15 report how pen portraits have been used in applied health research in qualitative studies to provide a narrative account of a typical participant, or as an analytic aide memoir.
Recognising the lack of methodological literature around the construction of a pen portrait, they describe how they "created a basic structure for the pen portraits which centred on the writing of a linear, longitudinal account of how each ward had engaged with relevant key components of the intervention and the contextual factors which influenced this." 15(p3) This previous work guided our approach, and we endeavoured to produce a rich account of the journey of each ward.
The ward staff interviews were digitally recorded and transcribed verbatim, and three researchers listened to the APM recordings and made detailed notes (JOH, LH and GL), with a particular emphasis on the role of hospital volunteers in the ward APMs. An account of implementation fidelity was also produced (see Table 2 ).
We developed a proforma to facilitate the synthesis of these data sources. The proforma aimed to elicit specific information for each ward, for example, timeline of PRASE activities, staff views regarding: hospital volunteer involvement; APMs (eg how actions were decided, role of facilitation); ward involvement in other initiatives.
Although the proforma specified a priori information of interest, the approach also allowed for emergent concepts. Three researchers (JOH, LH and GL) synthesised these data sources to produce a pen portrait narrative account of each ward's PRASE journey. A broader level synthesis of the ward pen portraits was generated by two researchers (JOH and GL). An example pen portrait for Ward A is provided in Appendix 1.
The hospital volunteer focus groups and voluntary services/patient experience staff interviews were digitally recorded and transcribed verbatim. In a series of analysis meetings, two researchers (JOH and GL) took a thematic approach to analysis allowing for both a priori and emergent concepts and themes, with disagreements resolved through discussion.
Subsequently, the same two researchers met in an intense analysis session to generate meta-themes. The aim of this session was to have a discussion of commonality and differences across the data at a meta, abstract level in order to synthesise the findings from the broader level synthesis of the ward pen portraits and the themes from the hospital volunteer focus groups and voluntary services/patient experience staff interviews.
A Several hospital volunteers participated in more than one focus group. 
| Ethics and governance
The appropriate governance approvals were sought for each research site, and ethical approval was granted by the University of Bradford, Humanities, Social and Health Sciences Research Ethics Panel. 
| PRASE intervention
The development and testing of the PRASE intervention has been fully described in previous published work. 7, [9] [10] [11] [12] [13] [14] [15] We present a brief description below: (ii) patient feedback collated into a feedback report (iii) report considered within a multidisciplinary action planning team.
E (iv) action plans made
The intervention was designed to be cyclical, and time frames are not specified for these activities above what is described in the published literature, which reports 6-month cycles. 
| RE SULTS
We now describe the five meta-level themes. Not all wards progressed through the planned implementation of the intervention and participation in evaluation activities differed at trust and ward level. For instance, volunteer focus groups and voluntary services/ patient experience staff interviews were not held at trust 3, and
APMs did not take place within the summative evaluation phase at this site. Therefore, themes 1-4 represent a synthesis of the available data sources, which principally relate to trusts 1 and 2, and theme 5 relates to all trusts.
| Legitimacy and validity of PRASE
Whilst most ward staff reported feeling engaged with, and positive about PRASE, there were discordant views on its use and usefulness.
Most clinical staff seemed to be engaged in the philosophy behind PRASE. Indeed, for many wards, PRASE was regarded as being superior to other forms of patient feedback about care. The evidence-base associated with PRASE was viewed as a positive supporting feature.
… Staff were keen to improve the service and wanted to use evidence-based approaches like PRASE to ensure they are moving in the right direction to improve patient care.
Ward B pen portrait excerpt
However, whilst some staff supported gathering patients' feedback about care, they were less convinced that PRASE was the best mechanism for achieving this. For such staff, PRASE did not seem to have face validity, that is, understanding its relevance as a safety intervention, and there was confusion around how PMOS items (based on contributory factors) related to ward safety.
….it seemed that the lead nurse was unclear about the overall concept behind PRASE or how the data could be utilised to implement improvement…….
….. we tried to pick actions out of each issue but the issues were no longer relevant. We don't know which patient it refers to we don't have any background on them and giving us these 12 months on -it is too late.
Ward E pen portrait excerpt A significant feature of the ward experiences was the degree to which the feedback collected was seen as legitimate, and the impact of this upon engagement. Where ward staff showed strong engagement with PRASE, patient feedback about safety elicited by the measurement tools was regarded as useful. Further, patient feedback was regarded by some ward staff as only valid when timely, or where patients were identifiable, allowing ward staff to act on the feedback in, or close to, real-time. In one sense, there appeared to be some scepticism about the usefulness of PRASE feedback to support more systemic service improvement over time. This scepticism was further compounded by E Where possible facilitated by someone independent of the ward. One benefit of their involvement was the added clarity they brought to the patient feedback, translating some of the patient responses, and bringing transparency to the discussion and action plans. Indeed, ward staff commented that they valued the independence of the volunteers and their ability to contextualise information in the report.
….The volunteers were also able to usefully bring some context to the patient feedback, and seemed to encourage a focus on what was important to the patients surveyed.
Ward C pen portrait excerpt
Involving the volunteers in the APMs came about coincidentally and was one of the recommendations arising from the formative evaluation phase. 16 This additional layer of involvement seemed to serve as a means of closing the loop from the volunteer perspective. In the focus groups, the volunteers who had been involved in these meetings felt their involvement brought an element of public accountability to the action plans. The volunteers and voluntary services/patient experience staff were keen for this additional dimension to the role. volunteer support and the need to fulfil volunteers' expectations.
They described the upfront and ongoing resources required to implement PRASE with volunteers as sizable, but felt that this investment pays off over the longer term as you would have better skilled, trained, supported and motivated volunteers who want to remain in the process.
[referring to systems in place to support volunteers]
…..It is a huge resource. But it is a worthwhile one you know. I think it is really important but to sustain it I do not know you know it is to me because we are bringing volunteers in, it is part of our job. So you know it is….but it is if it is so driven like this one then the resource is quite a lot the investment really. For our little team. Because there is not many of us so, you know…..

Voluntary services/patient experience staff (VS/PE1)
Voluntary services/patient experience staff highlighted that the potentially sensitive nature of PRASE feedback meant that escalation of significant patient concerns could intersect multiple teams within an organisation, and issues of patient confidentiality needed further consideration. The need for both soft (volunteer-level) and hard (organisation-level) supporting infrastructures was emphasised. For instance, the procedures and guidance in place for volunteers to escalate significant patient concerns need to be fit for purpose from the volunteer perspective, but also an organisation's obligations around escalation and governance.
….if a project is going to work, it has to become embedded with the existing governance structures….
Voluntary services/patient experience (VS/PE5)
| Challenges of using patient feedback to support service improvement
Ward staff often focussed their efforts on identifying smaller changes that were within their influence, and easier for them to shape the outcome. Such quick fixes were more frequently agreed than systemic solutions. This may have been for a number of reasons. Although perceptions of APM facilitation were often positive, at times, facilitation seemed to encourage a focus on every domain within the report. This may have inadvertently led to a higher volume of actions, at the expense of a more nuanced or systemic approach to change. It is also possible that the lack of multiprofessional approach (grades and disciplines) within some wards perhaps led to a narrower focus or range of solutions. There was an articulated sense of frustration from some staff that PRASE in and of itself cannot supply the resources and support needed to enact real change, and that the intervention, like many improvement efforts, ended up going by the wayside during periods of strain or uncertainty.
There was a general feeling that complex change requiring increased finances or resources were not well supported within the structure of PRASE. Some areas for action were reported as being 'out of their hands', this was particularly apparent if other teams and services were required to be engaged, or the action required increased resources such as staffing. One clinician summed up their involvement in PRASE stating:
It's not easy and when your back is against the wall…. things like these change projects are the things that stop….but it means that change doesn't occur and change is what can actually make the tough times better…
Ward A pen portrait excerpt
| D ISCUSS I ON
This study explored the experiences of ward staff, hospital volunteers, and those supporting them, in the implementation of a patientcentred patient safety intervention in collaboration with volunteers.
The PRASE intervention had credibility with ward staff, although this was not universal. The legitimacy of patient feedback for service improvement was, however, unanimous across all participants.
The role of the hospital volunteers in this intervention was valued by all stakeholders, principally for their independence, and the transparency and accountability that arose through their involvement in APMs. The importance of targeted volunteer recruitment and on-going support, including feedback on performance, were reinforced. Volunteers were keen to close the loop by attending APMs.
We found significant challenges identified in terms of planning and implementing service improvements as part of the PRASE cycle.
Finally, we noted differences in the nature of the implementation of the intervention across the three study sites, which may have impacted on the relative success of the intervention. These findings raise a number of interesting issues that we will now discuss further.
The findings relating to the infrastructure, training and support mechanisms required for the implementation of PRASE with hospital volunteers were consistent with the wider literature on the importance of understanding volunteers' motivations and meeting their expectations for retention. 18, 19 Many of these findings reinforced the key themes from the formative evaluation, 16 and therefore, the discussion reflects more so on novel insights.
Whilst the intervention was received positively by most staff, others were less convinced by its utility and value in supporting safety improvements. It is difficult to decouple this variation from the different implementation approaches. However, we can perhaps be more certain that where PRASE worked best was where relations were good with the volunteers, the feedback was timely, and staff met as a multidisciplinary team to consider the feedback from patients and attempted to make changes using the feedback. Problems arose when these data were not timely, or when there was too much data. The nature of the implementation does seem to impact on the experience of staff involved. The differences between wards in terms of progress through the implementation activities may be due to the implementation team sitting within the lead trust, with implementation activity therefore having a somewhat diluted effectiveness outside of this trust. Further evidence of the key role of implementation is in the need for facilitation of APMs, which mirrors the early developmental work. 9 Whilst facilitation was regarded positively by staff at the lead trust, there was a less positive perception elsewhere, which perhaps may have been interpreted as undermining the local ownership of the project. These findings speak to issues of complexity, which have been described as "resulting from interactions among many component parts-is a property of both the intervention and the context (or system) into which it is placed." 20 (p307) There is recognition that defining the key components of an intervention with a view to standardize across sites may not always be the best approach. Indeed, some authors propose standardizing by function, meaning there may be variation in the form components take across sites, but the function a component performs in the local context should be consistent.
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Therefore, in our work, it is possible that implementation fidelity may not be an accurate indication that the function of the activities was achieved.
There is increasing attention on how staff use and act on data within health services. 6, 14, 15, 22 We found an unequivocal lack of movement from data to action within our case study wards, the reasons for which are likely to be manifold and complex. A significant challenge for the implementation of this intervention seemed to be getting health professionals together to discuss, interpret and act on safety-related data. Such a finding strongly resonates with previous published work describing the PRASE intervention. 9, 14, 15 The need to create space and competence for improvement by healthcare staff has been argued as crucial if health services are to improve care and increase efficiency. 23 With respect to patient feedback specifically, a key challenge for engaging patients in safety or service improvement is using the data as a basis for meaningful change. 24, 25 Indeed, some authors have reported this challenge as a chasm between the activity related to collecting patient feedback, and the complete lack of such feedback filtering down to, and being used by, frontline clinical staff. 26 Therefore, attempts to mitigate some of the challenges faced by traditional principles of A&F interventions within the design of the PRASE intervention do not appear to have had the desired effect. One further issue of relevance to our findings is the nature of the PRASE data, and whether it-as soft intelligence-fits within the current dominant improvement approaches within hospitals.
Soft intelligence has been described as "the processes and behaviours associated with seeking and interpreting soft data-of the kind that evade easy capture, straightforward classification and simple quantification-to produce forms of knowledge that can provide the basis for intervention." 6(p19) It has been argued that seeking out data which does not easily conform to measurement is a necessary part of managing patient safety, 28 even when it is "discomfiting and disruptive." 6(p26) Our findings seem to resonate with previous suggestions that patient feedback is soft data. 6, 22 PRASE feedback is likely to generate uncertainty rather than certainty in terms of the problems to be solved, requiring further interrogation of extant data or other data gathering. Indeed, within our study, at an organisational level, questions were raised in terms of where PRASE sits within an organisations' wider governance structure, and the services and departments involved in co-ordinating its delivery, both of which may facilitate PRASE with volunteers being successfully embedded within an organisation. These issues, combined with the sense of unease patient feedback about their experience of safety may create, perhaps make it less surprising that staff were unable to make anything more than quick fixes based on the report.
| IMPLIC ATIONS
We present some general recommendations that may support healthcare organisations seeking to implement the PRASE intervention with hospital volunteers:
(1). establish a core team locally that has ownership, to ensure implementation is sensitive to the local context to avoid confusion and reduce dilution; 
| LI M ITATI O N S
The main limitation of this work is that we had limited ability to draw conclusions regarding implementation at trust 3. We were unable to hold volunteer focus groups, with factors such as project progress, volunteer availability and attrition contributing to this. Wards at this site did not hold an APM, and thus, we were unable to interview ward staff. As we could only include in our research the organisations involved in the wider project, this meant we were limited in terms of the number of wards involved, and consequently the number of data sources we could draw upon.
| CON CLUS IONS
Our findings suggest that from the perspectives of key stakeholders, hospital volunteers as conduits of patient feedback about safety are a feasible means of implementing the PRASE intervention. However, the variability and complexity we found in the ability of ward staff to use the feedback to make changes to services demonstrates that it is this latter part of the PRASE intervention cycle that is more problematic. The facilitator took the meeting members through the detail of the action plan domain by domain. Nine problems emerged, and 21 individual points to action with 18 of the action points falling to the senior nurses to action. In general, discussion concentrated on negative comments rather than the report as a whole. The majority of actions were simple to implement, but finding spare capacity to fulfil complex actions was more difficult. Focus moved towards the difficulties of improving issues, and there was also concern regarding the need for longer time frames to embed changes due to the staffing shortages: Staff appeared to be confident in identifying more immediate "quick fix" actions over which they felt they had influence. Such actions included ordering badges and decaffeinated teabags, although even these were thought to be potentially problematic to implement.
The ward was positive about points for action that already had a solution; for example, "poor response to buzzer" was an area for action and the ward already had a new buzzer system in place.
BA R R I E R S A N D FACI LITATO R S
The ward appreciated that a named, skilled, driven facilitator was needed to act as a catalyst for the PRASE process to maintain momentum. After the initial process is established, they felt that the role could be filled by a suitably skilled member of the ward team. There was a general feeling that complex change requiring increased finances or resources were not well supported within the structure of PRASE.
Some areas for action were reported as being "out of their hands," this was particularly apparent if other teams and services were required to be engaged, or the action required increased resources such as staff- 
